Sir, Kingella kingae orbital cellulitis in a 3-year-old
Orbital cellulitis requires prompt diagnosis and treatment to prevent visual or life-threatening complications. We report an unusual case and cause of orbital cellulitis in a 3-year-old, managed conservatively with a good outcome visually and systemically. Figure 2 ). The patient continued to improve and was discharged on day 11 with 1.5 mm proptosis, increasing range of extraocular movements and visual acuity of 3/3 on Kays pictures. Systemic examination was normal. On examination at 1 month, the proptosis had fully resolved with a full range of extraocular movements and normal visual acuity.
Comment
Orbital cellulitis is potentially a life-and sightthreatening disease, and in the preantibiotic era the mortality rate was 17 and 20% of the survivors were blind in the affected eye. 1 Complications can include loss of vision secondary to optic nerve compression or exudative retinal detachment, cavernous sinus thrombosis, meningitis, and intracerebral abscess formation. 2 The disease starts in the ethmoid sinus in children (poor development of other sinuses) and the infection spreads into the subperiosteal lining of the orbit through the ethmoid, leading to subperisosteal abscess formation. Affected children tend to be ill systemically, have a significant fever, and all will have radiographic evidence of sinusitis, particularly the ethmoid on the affected side. Pain on eye movement, pain on touch, proptosis, and restriction of extra-ocular muscles are late signs of disease. The subperiosteal abscess is often mananged conservatively in children in contrast to adults, unless the patient develops signs of a compressive optic neuropathy or exposure keratopathy. 3 The most common microorganisms causing orbital cellulitis are H. influenza, streptoccus, staphyloccus, or diploccus.
Blood culture at day 7 in the above case isolated K. kingae. K. kingae is a short Gram-negative medium-sized Correspondence coccus or rod with tapered ends exhibiting features of B-haemolyis, with an aerobic or facultative anaerobic metabolism. 4 There are four known species of Kingella (K. indologenes, K. dentrificans, K. oralis and K. kingae). They are rare causes of human disease with a recent increase in pathogenecity due to improved isolation techniques. 5, 6 They are very slow-growing and fastidious microorganisms and colonise the throat of young children especially males from 6 months to 4 years. There are seasonal peaks of incidence in winter and autumn, and clinically commonly cause skeletal infections in long bones, endocarditis, and bacteraemia. There have been no reports in the literature of K. kingae causing orbital cellulitis. Isolating the microorganism from peripheral blood indicates a substantial inoculum and is not isolated as a commensal organism. 7 Two previous reports isolated K. kingae from a corneal scraping in a case of endo-ophthalmitis. 8 No reports pertaining to orbital cellulitis have been reported. We report an unusual cause of orbital cellulutis in a 3-year-old. With improved isolation techniques, this organism as a potential cause of orbital disease needs to be investigated, especially when one considers the potential cardiac and other bony associations, including septic arthritis, osteomyelitis, dactylitis, and infective endocarditis. Ophthalmomyiasis refers to infestations of the eye and/or ocular annexa by larvae of the order Diptera and represents less than 5% of the cases of human myiasis. When larvae remain outside of the eye, it is termed ophthalmomyiasis externa, while penetration of the eye itself is termed ophthalmomyiasis interna, a severe condition that may lead to blindness.
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Dermatobia hominis may very occasionally cause ophthalmomyiasis externa, with eyelid, and conjunctival involvement. [4] [5] [6] Conventional treatment consists of the removal of the larvae from the affected sites, although sometimes access is difficult to such areas. 4, 7 This paper describes a case of ophthalmomyiasis externa caused by D. hominis in a child successfully treated with oral ivermectin, making surgical extraction by incision and exploration unnecessary.
Case report
An 11-year-old boy, with a complaint of 5 days of pain, slight pruritus, and oedema in his right inner canthus, was brought to the Department of Ophthalmology, State University of Campinas, Brazil. There was no history of previous ocular surgeries, and he was not taking any ocular medications. He was in good general health with no systemic symptoms. There was no history of exposure to animals other than household pets.
On examination, he had a visual acuity of 20/20 with no spectacle correction, a normal extraocular motility and fundus findings. A small erythematous lesion with a well-demarcated punctum in the centre, and periorbital oedema were noted in the right inner canthus. On slit-lamp examination, small yellowish organism and a serous purulent fluid drained from the punctum (Figure 1 ) were observed. Since attempt to remove the larva by means of a forceps was unsuccessful, the patient was given a single oral dose of ivermectin (200 mg/kg). In
